brovascular disorders [2, 4] . It is no wonder that a significant proportion of patients with cardiovascular, cerebrovascular, or peripheral vascular disease who receive antithrombotic therapy also undergo surgical interventions and other interventional techniques, including lumbar punctures.
The risks of withdrawing antiplatelet therapy include cardiovascular, cerebrovascular, and peripheral vascular thrombosis which may result in ominous consequences, including stroke and death [4] . In addition, ceasing antiplatelet therapy may result in either hypercoagulability with thrombosis or bleeding complications. By the same token, studies assessing the risk of maintaining antiplatelet therapy have shown an increased surgical blood loss of 2.5-20% with aspirin and 30-50% with aspirin and clopidogrel [2] . In addition, while there has been no increase in surgical mortality due to increased bleeding except during intracranial surgery, increased transfusions and mortality linked to massive surgical blood loss of less than 3% have been reported [2, 5] . Overall, however, the risks of withdrawing antiplatelet therapy are substantial due to a possible rebound effect resulting in increased platelet adhesiveness and hypercoagulability.
There are also multiple reports of bleeding risk associated with continuing antiplatelet therapy [2] .The general In this issue of Acta Haematologica, Møller et al. [1] assess the role of hemostasis and safety measures before lumbar puncture in hematology wards in Denmark. The results are not surprising. In an online survey, questions pertaining to the precautions of hemostasis and the application of fundoscopy were sent by e-mail to 12 hematology wards in Denmark, of which 11 participated. The results were highly variable, with 64% of the participating units establishing an international normalized rate limit of 1.5, and the remaining units establishing a limit between 1.0 and 2.5. Surprisingly, 36% of the departments utilized fundoscopy routinely. Platelet counts were also utilized in some units. More importantly, 45% reported no cessation of antiplatelet drug therapy. Consequently, the authors called for national guidelines to establish an evidence-based approach to handle patients at risk of bleeding when lumbar puncture or another invasive procedure is indicated.
Cardiovascular and cerebrovascular diseases are among the leading causes of significant impairment of physical and psychological health and performance of social responsibilities, including work and family life. These diseases are leading causes of morbidity and mortality [2, 3] . Antithrombotic therapy has been established to limit the present and future burden of cardiovascular and cere-trend has been to continue antiplatelet therapy prior to ophthalmologic procedures as well as vascular surgery and interventional techniques, including many spinal interventional techniques [2] . Multiple guidelines have been issued in reference to perioperative bleeding risks in patients on antiplatelet therapy undergoing interventional techniques, which are similar to lumbar puncture and surgical interventions [2, 6] . This guidance incorporates American Society of Regional Anesthesia (ASRA) guidelines, American Society of Interventional Pain Physicians (ASIPP) guidelines, International Spine Intervention Society (ISIS) guidelines, Nordic guidelines, European guidelines, and Belgian guidelines. Except for the Nordic guidelines, all of them agree that NSAIDs may be continued. In reference to aspirin, all guidelines agree that there is no need to stop low-dose aspirin of 81 mg, except the Nordic guidelines, which advise to stop them for 12 h. However, when aspirin is given in high doses, the advice is to stop them for 3-7 days, except for the European guidelines, which advise that it is not necessary to stop them. In reference to antiplatelet agents, multiple guidelines are also highly variable. There is unanimous opinion that dipyridamole may be continued along with cilostazol and the combination of dipyridamole and aspirin. However, there are differences of opinion regarding clopidogrel, prasugrel, and ticlopidine; they may be stopped or continued depending on the individual status of the patient. All guidelines agree that if clopidogrel, prasugrel, and ticlopidine are stopped, they should be stopped for 7-10 days.
The unfortunate reality is that none of these guidelines are based on appropriate or significant evidence. Many of the guidelines are related to regional anesthesia, thus they may be applied to lumbar punctures. Epidural hematomas have been reported to occur in 1 in 150,000 of all epidurals performed. Epidural hematomas in the cervical and thoracic spine are reported to be higher than in the lumbar spine. Subarachnoid bleeding or epidural hematoma is a serious risk influenced by needle size, technical expertise, and the number of puncture attempts.
In conclusion, we applaud the authors' call for studies to establish an evidence-based approach to handle patients at risk of bleeding when lumbar puncture or another invasive procedure is indicated.
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